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During investigation of C/O #26754, #27385, i
#27446, #27468 and #27811, conducted March
28-30, 2011, and April 5, 2011, at The Wexford
House, no deficiencies were cited under Chapter
1200-08-06, Standards for Nursing Homes. ;
[
| !
's |
Division of Health Care Facilities TITLE o DiHE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

i XP0111

If continuation sheet 1 of 1




